for State intervention and the regulation of sexuality,9 but little attempt has been made to measure the magnitude of the "social evil" within interwar society, despite the wide-ranging contemporary claims of its impact, not only upon levels of mortality and morbidity, but also upon industrial efficiency and the quality of family life.
This article seeks to rectify this omission for Scotland by examining a range of data located in the public archives, in the annual reports of public health authorities, and in the medical literature of the period. In so doing, it is hoped to provide a firmer base for locating venereal disease within the social and medical history of the period.'0 It will 5 In an attempt to contain the spread of VD, the campaign produced a range of legislative proposals. The Venereal Disease (Children) (Scotland) Bill of 1923 proposed that all cases of congenital venereal infection be notifiable and that Medical Officers of Health be empowered to examine and test parents of infected children and to require their recourse to treatment in the interests of family and public health. The Edinburgh Corporation (Venereal Disease) Bill of 1928 advocated similar controls over anyone believed to be infected, and, as initially drafted, provided for committal to hospital and detention for treatment. The Glasgow sponsored Venereal Disease (Scotland) Bill of 1928 sought to make it a legal duty of infected persons and parents of infected children to submit to professional treatment, with provision for the notification and possible prosecution and detention of defaulters. 
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Venereal disease in interwar Scotland also serve to illuminate how far a previous moral panic surrounding sexually transmitted diseases and precipitating coercive strategies towards the afflicted was driven by a set of socio-medical assumptions rather than solid evidence as to the prevalence of infection.
MORTALITY DATA There were three main sources of information upon which estimates of the incidence of venereal disease might have been based; the Registrar-General's mortality reports, the results of Wasserman and other reaction testing for syphilis, and the case records of the local authority VD treatment centres set up in accordance with the Public Health (Venereal Diseases) Regulations of 1916.
Several contemporary studies sought to use mortality statistics as a means of establishing the incidence of venereal disease, and specifically syphilis, within the Scottish community." The problems of using such data were legion. Death certification grossly understated the prevalence of syphilis. Difficulties of diagnosis, such as the tendency of secondary diseases (e.g. cerebral haemorrhage and hemiplegia) to mask the underlying syphilitic cause of death, and the widespread and natural reluctance of practitioners to certify private patients in a family practice as dying from venereal disease, rendered the returns "worthless as an absolute statement of the number of deaths".'2 However, mortality figures from tabes and general paralysis of the insane (G.P.I.) were regarded as a useful, albeit crude index of its "progress or regress".'3 As these diseases were invariably caused by syphilis and were more accurately certified, trends over time could be interpreted with more confidence. As Table 1 ).
'5Dittmar, op. cit., note 11 above, pp. 45-55. These included locomotor ataxia, G.P.I., aneurysm; 50 per cent of deaths ascribed to premature birth, abortion, miscarriage, congenital debility, icterus, sclerema, other diseases of the spinal cord, softening of the brain, and angina pectoris; and 50 per cent of deaths under the age of 55 certified as cerebral haemorrhage, apoplexy and hemiplegia. 
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Venereal disease in interwar Scotland incidence 6%. 6). 1929: Glasgow ante-natal clinics, routine testing of 612 women patients; incidence 3.3%. reaction findings for estimating the incidence of venereal disease in the general population.20
None the less, a scatter of studies were undertaken in the 1920s, based primarily upon samples of maternal, placental and infantile blood taken at maternity hospitals and ante-natal clinics in Glasgow and Edinburgh from "the hospital class" (see Graph 4). Wasserman reaction tests yielded adult syphilis incidence figures varying from 3.3 per cent to 10 per cent and averaging 6.3 per cent. Dewar's attempt to investigate a genuinely random sample from an unnamed "moderately sized and centrally situated" Scottish "garrison town" yielded a finding of 4 The use of data from the venereal disease clinics to measure the actual proportion of Scottish interwar society suffering from sexually transmitted disease is even more problematic. On the assumption held by contemporary venereologists that those seeking private treatment from practitioners for syphilis represented some third of the numbers attending public clinics and that the ratio of gonorrhoea to syphilis was in the order of 3-4:1, a very crude lower estimate of the extent of new infection within the population can be obtained, (see Tables 2a and 2b ). The data reveal the marked regional variations in levels of infection, with Glasgow 2 to 3 times the national incidence, and their significant decline over the interwar period, with levels of infection in the 1930s only half those prevailing in the 1920s in the major urban centres.
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Venereal disease in interwar Scotland improved medical facilities and the growing public awareness of the seriousness of the disease. Perhaps the most depressing feature of the Scottish data was the continuing preponderance of male patients receiving treatment for gonorrhoea at the clinics, varying between 75-80 per cent of new cases throughout the interwar period, despite the view of public health officials and general practitioners that its incidence within the community was more even between the sexes.46 While health standards for the mass of the population were steadily improving,47 this "dark figure" of unreported and untreated infection represented a lasting and significant threat to the health and fertility of Scottish women. Equally significant was how little of the available information on the occurrence of sexually transmitted diseases in interwar Scotland was utilized by contemporary health administrators and policy-makers. In part, this was due to an understandable professional reluctance to endorse estimates based on evidence, whether it be mortality returns, reaction tests or clinic data, that was partial and contaminated by medical, social, and institutional factors. It also stemmed from the reluctance of central government to fund systematic prevalence research and to impose standardized screening procedures for epidemiological purposes upon the general community that involved invasive techniques such as blood testing.48 However, the primary reason was that the shifting medical priorities of Scottish venereologists and health officials initiated a switch in investigative focus from aggregative measures of the incidence of venereal diseases to intensive analysis of the extent and repercussions of "default" from treatment.
In the immediate post-war years, the major concern of the Scottish Board of Health was to ensure that local authorities complied with the Venereal Disease Regulations of 1916 and established voluntary schemes for the provision of treatment.49 In this task, estimates such as those of the Royal Commission on Venereal Diseases and those of Cruikshank, Dewar and Dittmar had considerable persuasive value. However, by the mid-1920s, as it became apparent that, despite substantial improvements in diagnosis and treatment, the rate of decline in syphilis was slowing while levels of detected gonorrhoea infection were steadily rising, the Scottish medical establishment became increasingly preoccupied with the number of patients defaulting from treatment, in the belief that this was the major factor determining the "stubborn" level of infection within the community. Evidence from Scottish VD clinics indicated that around one-third of patients failed to complete their course of treatment, while another quarter withdrew before a final test of cure.50 Levels of 46 See, e.g., Glasgow Those who believe that venereal disease can be adequately controlled by present methods, coupled with moralising and the offering of advice, do not understand our difficulties. For every one who may learn a lesson from bitter experience, there are more who either pay no heed to advice or do not care. When the world becomes a Utopia of Hygiene, we shall begin to dismiss our preventive staffs. We have a long road to travel before we reach that ideal condition of affairs. Our hands are tied when we attempt to deal thoroughly with venereal maladies. The situation is absurd. It is monstrous to think that we should be compelled to watch disease being spread before our very eyes. Under present conditions, we are unable to compel the spreaders of disease to submit to treatment, and those whom we have every reason to believe are neglectful are left alone because we have no power to enforce treatment. 54 Above all, with its associated sexual promiscuity and "venereal recidivism", a high incidence of default ran counter to the moral objectives of the social hygiene movement in Scotland, with its stress on self-control and discipline for racial progress; aims broadly shared by many experts within the public health service. Scottish public health reports in the 1920s repeatedly identified the defaulter as a sexually regressive recidivist requiring coercive measures.55 In the view of Dr David Lees and Dr R. J. Peters, Venereal Medical Officers for Edinburgh and Glasgow, the sexual intemperance of defaulters was breeding just that "casual outlook on venereal disease" which the treatment centres had been established to eliminate. In their view, it was both a medical and moral imperative that "this most offensive portion of the population be identified and circumscribed".56 Moreover, these were views shared by the Venereal Diseases Section of the Scottish Board of Health.57 Accordingly, as the Scottish campaign for the compulsory notification and treatment of venereal disease gathered momentum in the 1920s, groups of defaulters were especially targeted and their medical and sexual behaviour came to dominate the agenda of epidemiological research in the public health departments. In the process, issues of moral responsibility increasingly distracted public and expert debate away from any critical assessment of the real measure of the "social evil" in interwar Scotland.58
